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Summary
Introduction: Solitary ﬁbrous tumour (SFT) of the larynx is a rare benign mesenchymal tumour
of adults. The diagnosis is based on a combination of histological and immunohistochemical
signs.
Case report: The authors report the case of a patient with chronic laryngeal dysphonia and
dyspnoea related to supraglottic SFT.
Discussion/Conclusion: The main challenge of surgery is to ensure healthy resection margins
to avoid recurrence while preserving the functions of the upper aerodigestive tract. Surgery is
the treatment of choice and provides an excellent prognosis. Long-term clinical follow-up is
required to detect rare recurrences.
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olitary ﬁbrous tumour (SFT) of the larynx is a rare benign
esenchymal tumour of adults The diagnosis is based on
combination of histological and especially immunohisto-
hemical signs. Surgery is the reference treatment and is
ssociated with an excellent prognosis.
We report the case of a patient treated for chronic dys-
honia and laryngeal dyspnoea due to supraglottic SFT.∗ Corresponding author.
E-mail address: jbmorvan@hotmail.com (J.-B. Morvan).
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ase report
rs B., a 52-year-old, non-smoking woman presented with
history of several months of progressively deteriorating
ysphonia associated with laryngeal dyspnoea with inspi-
atory noises accentuated in the prone position. She did
ot report any dysphagia or alteration of her general state.
pper airway endoscopy (Fig. 1) revealed a supraglottic
umour causing 80% obstruction of the airways. The glottis
emained accessible and had a normal appearance with good
aryngeal mobility. This tumour did not invade the laryngeal
ucosa. Neck palpation revealed a soft, painless left lateral
aryngeal mass with no skin tethering.
Contrast-enhanced CT of the neck demonstrated an
ourglass tumour situated on either side of the thyrohy-
.
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Figure 3 Laryngeal and left extralaryngeal hourglass tumour:
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cFigure 1 Endoscopic appearance of the supraglottic mass.
oid membrane (Fig. 2). This hourglass tumour comprised a
supraglottic endolaryngeal contingent (causing 75% obstruc-
tion of the larynx) and a lateral laryngeal compartment
distinct from blood vessels with intense contrast enhance-
ment after iodinated contrast agent injection with no signs
of chondrolysis or cervical lymph nodes. This mass measured
50× 37× 28mm. Neck MRI (Fig. 3) showed a tumour with
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Figure 2 Laryngeal and left extralaryngeal hourglass tumour: ap
and after iodinated contrast agent injection.ppearance on neck MRI, coronal section, T1-weighted
equence.
homogeneous low-intensity signal on the post-gadolinium
1-weighted sequence and a high-intensity signal on the T2-
eighted sequence. A diagnosis of laryngeal schwannoma
as proposed.
As the tumour was severely obstructive, the ﬁrst step
onsisted of tracheotomy under local anaesthesia. Under
eneral anaesthesia, the tumour was then resected via a
eft neck incision. The extralaryngeal compartment was
asily identiﬁed. The tumour was dissected in contact as
ar as the neck of the hourglass, revealing the intussus-
pearance on neck computed tomography, axial section before
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Disclosure of interestigure 4 En bloc resection of the tumour: retractor mimicking
he thyrohyoid membrane and the hourglass tumour.
epted hypopharyngeal mucosa. The greater cornu of the
yoid bone had to be resected to allow en bloc extraction
f the tumour without opening the laryngeal mucosa. The
racheotomy cannula was removed on day-4. Postoperative
ndoscopic examination revealed an intact pharyngolaryn-
eal tract. The patient was discharged on day-9 after an
neventful postoperative course and complete recovery of
er voice and respiratory function with a follow-up of ﬁve
onths.
Histopathological examination revealed a solid, whitish,
ourglass tumour (Fig. 4), limited by a capsule with col-
agenous stroma and a fairly rich blood supply. The tumour
henotype was marked by positive CD34 and bcl-2 markers.
he ﬁnal diagnosis was that of completely resected solitary
brous tumour.
iscussion
FT is a rare benign mesenchymal tumour, corresponding to
roliferation of collagen-producing cells. Initially described
y Klemperer in 1931 in the pleura [1], this tumour can
ffect all organs [2] and sites reported in the head and
eck include the orbit, salivary glands, external acoustic
eatus, thyroid, tongue, infratemporal fossa, and sinuses.
owever, the larynx is an exceptional site of SFT [3], usually
nvolving the epiglottis, vestibular folds, aryepiglottic fold,
ocal cords and anterior commissure.
SFTs are distributed equally between males and females
4] except in the larynx, which appears to be associated
ith a male predominance, although the review by Thomp-
on [3] comprised a small number of cases (six men and two
omen). The mean age in this series was 46.7 years.
The clinical features remain nonspeciﬁc: progressive dys-
noea, dysphonia, cough, impression of a foreign body,
ysphagia. Due to the slow growth of the tumour, the patient
T
cJ.-B. Morvan et al.
ften presents with a long history of well tolerated symp-
oms with very gradual deterioration [4]. Even patients
anaged urgently, as in the case reported here with features
f airway obstruction, all retrospectively admit that they
onsulted at a culminating point of longstanding symptoms
5,6]. The woman reported here attributed her dyspnoea to
besity. Laryngeal symptoms may be worsened in the prone
osition, due to protrusion of the tumour into the airway [7],
s in the patient reported here, who slept in a half-seated
osition.
This patient did not smoke and no environmental risk fac-
or or family predisposition was reported. She also did not
resent any signs of hypoglycaemia, sometimes associated
ith SFT in other sites [4].
The endoscopic appearance corresponds to published
escriptions with an avascular mass obstructing the larynx
ith clearly deﬁned marked contours, sparing the laryngeal
ucosa. However, this patient did not present any reduction
f laryngeal mobility (due to the mass), as reported in some
ases [5].
The CT and MRI features were classical with an intensely
ontrast-enhanced, round, polypoid, obstructive, submu-
osal tumour.
The tumour is encapsulated, homogeneous, greyish and
olid. The tumour was particularly large in this case, as
ymptomatic tumours usually have a mean diameter of
6mm [3].
The histological diagnosis is based on a combination of
rchitectural, cytomorphological and immunohistochemical
riteria with positive bcl-2 and CD34 markers [8].
The reference treatment is surgery [3] in which the
ain challenge is to ensure complete resection with maxi-
um preservation of the upper aerodigestive tract function.
ndoscopic laser resection can be proposed in some cases
9]. Due to the need for primary tracheotomy and the
resence of extralaryngeal extension, an external neck inci-
ion was preferred to endoscopic laser resection, which
ould have required opening the digestive tract.
Radiotherapy and chemotherapy are not indicated for
FT of the head and neck [4].
Recurrences have been described [5] due to incomplete
esection [4]. Rare extralaryngeal tumours larger than 10 cm
n diameter can have a metastatic potential, but laryngeal
umours never reach this size [4]. As a precaution, long-term
linical follow-up must be ensured to detect local recur-
ence.
onclusion
olitary ﬁbrous tumour is an exceptional benign tumour of
he larynx with an excellent prognosis after surgery alone.
The main challenge of surgery is to ensure healthy
esection margins to avoid recurrence while preserving the
unctions of the upper aerodigestive tract. Long-term clini-
al follow-up is required.he authors declare that they have no conﬂicts of interest
oncerning this article.
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